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Introduction intervene at that time. On day 8, a repeat CTA was
considered to demonstrate complete thrombosis of the
In recent years endovascular abdominal aortic an- aneurysm sac and endoleak (Fig. 1(c)). Follow-up CTAs
eurysm (AAA) repair has evolved quickly. It has been at 1 and 2 years showed a reduced aneurysm diameter
demonstrated that endovascular AAA exclusion can (4.8 cm) and volume (93 ml, preoperative: 107 ml),
be accomplished safely and effectively.1 Since long- which was considered to indicate effective aneurysm
term data establishing the efficacy of endovascular exclusion (Fig. 1(d) and (e)). Three-year follow-up CTA
AAA repair in preventing rupture are unavailable, surprisingly showed almost complete reconstitution
other indicators of effective exclusion must be applied. of the initial aneurysm diameter (5.4 cm) and the an-
As such, complete thrombosis, shrinking of the ex- eurysm volume had increased to 127 ml. A large en-
cluded aneurysm sac, a pressure drop in the excluded doleak was found at the proximal attachment site,
lumen and a decrease in pulsatile wall motion have similar to the one found on the immediate post-
been considered.2,3 We have encountered an intriguing operative scan (Fig. 1(f)). There were signs of dilation
problem that is casting doubt on the validity of these of the aneurysm neck, but no migration or mechanical
parameters. problems of the endograft. The patient was scheduled
for conventional repair, but prior to that he presented
as an emergency with lower back pain and a painful
aneurysm. At emergency laparotomy no re-Case Report
troperitoneal haematoma was found, but the aneurysm
was clearly pulsatile. Migration of the proximal stentA 68-year-old patient with a 5.6 cm AAA (Fig. 1(a))
was not found. The endograft was replaced by aunderwent endovascular repair using a tube-graft (En-
conventional tube graft with sutured anatomoses. Thedovascular TechnologiesÒ, Menlo Park, CA, U.S.A.).
patient’s recovery was uneventful.His 2-day postoperative computerised tomography
At revision of the CTAs we noted several things:angiography (CTA) showed an endoleak at the prox-
the endoleak may not have been thrombosed com-imal endograft attachment site (Fig. 1(b)). This was
pletely after 8 days. There were faint streaks of contrastthought to be the result of the proximal attachment
at the site of the endoleak on several axial CTA cuts,system being placed too close to the distal end of the
aneurysm neck. Nevertheless, it was decided not to and also on the first and second year CTA.
Fig. 1. (opposite) Three-dimensional surface reconstructions of spiral computed tomography angiography. Aortic lumen (red), thrombus
(brown), endoleak (yellow), and stent-graft material (white) were segmented separately. Preoperatively (a), an aneurysm with an unusual
low amount of thrombus was found; 2 days postoperatively (b), most of the aneurysm had thrombosed but blood flow was detected
outside the proximal endograft attachment system (endoleak); on day 8 the aneurysm appeared to be excluded completely, but on axial
cuts a faint streak of contrast was visualised (c); the one- and two-year postoperative scans showed a continued decrease of aneurysm
size except at the site of the endoleak (d) and (e); the three-year follow-up scan (f) demonstrates full-blown recurrence of the endoleak
and reconstitution of the preoperative aneurysm size.
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Discussion morphology appeared to be the only modality sug-
gesting incomplete aneurysm exclusion.
It would appear that endoleaks may persist in such a
minute form that they can easily be missed, even if
highly sensitive CTA protocols such as ours are used.4
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